
State of Illinois 
Department of Children and Family Services 

 
Extended Family Support Program  

Referral Received Confirmation 
 
 

Provider:        Referral Date:        

Client:        SCR ID#:        
 
 
Caseworker:        Phone #:        

Supervisor:        Phone #:        
 
 
Our agency received the referral.  I have assigned the case to the caseworker indicated above.   
 
    
Supervisor Signature Date 
 

CFS 1448-A 
6/2015 


	Text1: 
	Text2: 
	Text3: 
	Text4: 
	Text5: 
	Text7: 
	Text6: 
	Text8: 


